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: 1000 NE 10% Streat
Davelopment Service OKlahoma City, OK 73117-1207-8823
Phone 405.271.6868

Oklahoma State
Department of Health — FMOS 271 mo

ALZHEIMER'S DISEASE OR RELATED DISORDERS SPECIAL CARE
DISCLOSURE FORM

All questions relate to the specialized Alzheimer's disease or related disorders care the individual facility provides.
The use of the word "resident” refers to residents with Alzheimer's disease or related disorders,
Facllity Instructions

1. Complete this Disclosure Form according to the care and services your facility provides. You may not amend
the form, but you may attach an addendum to expand on your answers.

2. Provide copies of the Disclosure Form to anyone who requests information on the care for Alzheimer's or related
disordets in your facility.

3. Ifthe facility is a Continyum of Care Center (CCRC), indicate the service at Facility type. For instance, if the
Alzheimer’s beds are in the Assisted Living Center (ALC) portion/service of a CCRC, list as ALC, not CCRC,
go that service can be identified with the bed type: If a CCRC has Alzheimer beds, in the ALC, and the nursing
facility (NF), a disclosure form is to be submitted for each facility type.

4. The form is to be submitted with the application, for renewal, change of ownership, and bed additions that affect
the total number of licensed beds in the facility. For these snbmittals the form is to be mailed with the application
to PO Box 268823, Oklahoma City, OK 73126-8823,

Facility Information

ractiy veme: OXAd_ Q1leN ok Duonssn
' LiomsoNumber: AL V3 Telephone Number
a2 103 Shreek N Dwagm Ok_4OBS
Administrator: Ub&‘rméjd' Date Disclosure Form Completed: __ 2> /1] |71

Completed By: {—|f ] , Title: )y
Number of Alzhcimer Related Beds: L RECEIVED
’ 0 . 1..
| Maximum Number of participants for Alzheimer Aduit Day Care:. , MAY 15 2017
| | HEALTH RESOURCES
: What types ofproviders must farnish a Disclosore Form? OEVELOPM ENT SERVICE

! State rules require the Disclosure Form be provided by any nursing or specialized nursing facility, residential care
' home, assisted living center, continuum of care facility, or adult day care center that advertises, markets or otherwise
promotes they provide care or treatment to reszdenta 'with Alzheimer's disease or related disorders in a special unit or

under a special program.,

What is the purpose of the Disclosure Form?
This Disclosure Form gives families and other interested persons the facility description of the services it provides
and how these services taxget the special needs of residents with Alzheimer's disease or related disorders. Although

the information categories are standardized, the information reported is facility-specific. This format gives families
and other interested persons consistent categories of information, so they can compare facilities and services. The
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Disclosure Form is not intended to take the place of visiting the facility, talking with other residents' family
members, or meeting one-on-one with facitity staff. This form contains additional information, which families can
use to make more informed decisions sbout care.

- Check the appropriate hox helow,

[0 New application, Complete this form in its entirety and submit with your application before entering into an
agreement to provide care or treatment as a Specialized Alzheimer Care provider,
No change, since previous application submittal. Submit this form with your renewal application,

0 Limited change, since previous application submittal. Only respond to the form items changed, and submit this
form with your renewal application,

[0 Substantial change, in the information previously submitted. This box is applicable to bed changes, changes of
ownership, or other changes that would not oceur with a renewal application submittal.

PRE-ADMISSION PROCESS
A, What is involved in the pre-admission process?
Visit to facility j{Home assessment  X{Medical records assessment
@Wﬁﬂeﬂ Application ﬁ Family interview {1 Other:
B. Services (see following charf) | _
- Service Tfitoffered? | Ifyes, isitincluded inthebaserateor
o YewNo |  puxchased for an additional cost?
 Assistance in transferring to and from & wheelchair Y ¢4 | 1 erson (,1553151" IV]L Wd
. QS0 asgist cxhi
Tntravenous (IV) thorapy | :m ilable| A4 =2 oty
- Bladdermcontmencccm AL S W\\ J
Bowel mcontmencecare \| 25 w\ ‘
Medication injections N\ \ir
Fecding residents
- _ Oxygen administration - Hod 1t
Behaviormanageme:_lt for verbal pggression \K% _ l “J _
| Behavior management for physical aggression \L S }')()\SQ e
eals (% per day)
svegi_;l diet 1\ _00&e- ¢, X mmi
Housekeeping (1-?), days per week) - A\l o bQ—.LSQ ‘
Activities program , _ o o ’
B Select menus Y £~ 49 DY ¢
—— pmducts o UL ,AX W
Incontinence care ,' % \ \ 7 o
Home Health Services 0 ﬁdd \ 5@ mr ‘Hj
g:ﬂf: f!:alwthmmt of fealfs _ Page2 of 6 F{ E {:; E % ‘VF i{: D mﬁﬁmﬁ:
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,,Temporaryuseofwheeichairma]ker _ eﬁ:} MSQ L(" MM :

Injections EQ) . dd\ l
Minor nursing services provided by facility steff | ,{v% =0

Transportation (specify) \ e“) _ ,. m rﬂ:ﬂ“{ﬁ j} JF“CUWQWU
Berbar/beauty shop \Jﬁ; Ao - ﬁﬂ mr I |

C. Do you charge more for different levels of care? ............... coruren es E]No . ‘}'
le dnscnbethed:ﬁ'erent levels of care. )5‘6

e+ Lniecroddle %\ecb O:)JCI NS Or SOQ :r@f(gfy)(}
L  ADMISSION PROCESS Girstdin :
A. Ts there a deposit in addition to rent? ............covvveens RS
If yes, 15 it refundable?
Ifyes, whon? w_iﬁ&tﬁﬁ\f\mé
SN AO Thpve N -
! B. Do you have a refund policy if the resident does not remain for the entire id penod? 0 Yes ﬂNo
IFyes, explein WO L (CE. adni tkpéeopfl

C. What is the admission process for new residenta?

%) Doctors' orders ﬁ. Remdency agreemant ﬂ History and physical X Deposit/payment

0 Other, e . .
Isthereatrialpmiodfornewremdents? ........................................................

If yes, how long? _ — — i

D. Doyouhaveanonentaﬁonprogramforfamﬂws? %Yes !

f yes, describe the family s d state how each is offered. \
AL BNas, LS b, (lﬁmﬂrﬁpﬁ’w GV\ end= 0k n
m mscmﬁ%%sm

A. How much notice is given? 2)0 Mg

B. What would cause temporary transfer from m care?

B Medical condition requiring 24 hours nursing care ﬁ Unacceptable physical or verbal behavior
‘&Drug stabilization O Other: P
C. The need for the following services could cause permanent discharge from specialized care:
PAMedical care requiring 24-hour nursing care D Sitters ‘KiMedication injections |\ LU
[ Assistance in transferring to and from wheelchair  [1Bowel incontinence care (1 Feeding by staff o LL
[J Behavior management for verbal aggression 0 Bladder incontinence care [ Oxygen administration
O Behavior management for physical aggression 0 Intravenous (IV) therapy 0 Special diets
OOther: - RECEINED
D. Whowmﬂdmaketh:sdxschmge MAY 15 2017
mana Other:
#aclhty ger J& M%eA—Wﬁ R \u'
DEVELOPRITNT & gQ\h( F
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E, Do familics have input into these discharge decisions?. .........uivvrurivviensiemniniin 'ﬁ‘fes tNo
F. Do you assist families in making discharge plans? ...... O eREbE Ry ey A AR Kb e rea s sabns ‘P{Yes [t No

| I PLANNING AND IMPLEMENTATION OF CARE (check sll that apply)
A. Who is involved in the service plan process?

K Administrator O Nursing Assistants ) vity director M Family members
“tw.icensed nurses [l Social worker ietary jﬂj’hysician}ikesident
B. How often is the resident service plan asseseed?

0 Monthly

¥ ter 1 U Elndiion o upon odEEieN

C. What types ofpmgmms are scheduled?
! I
¥Music program ﬁgArts program B(Craﬁs
0O Other: _

WA N !
aS“mmL -0' D 3
DB, How many hours of stria activities are schedu}ed P 37 _
[ 1-2 hours [12-4 hours "W/4-6 hours 0 68 hours 0 8 + hours
E. Are residents taken off the premises for activities?............ et n e e aoneen e ym 0 No

F. What specific techniques do you use to address physical and verbal aggressiveness?

Redim:%q I Isglation
Other: 7

G, What techniques do you use to address wandering?

ﬁjOutdoor ACCEsS ﬁlEIectm-magnetic locking system 0 Wander Guard (or similar system)
00 Other;

H. What restraint alternatives do you nse?

Aedirechon Simple C (\;ommnimi&mcw
hvn%j DVDOMOLW\

RECEWVED

I. Who assists/administers medications? MAY 10 207 CES

RN PN edication aide 0 AtteffghH RESOUR

O Other:,_ ML _ %‘ _ DFVELOPMFNT SERVICH

IV. CHANGEIN CONDITION ISSUES

What special provisions do you allow for aging in place? s

'¢\Sitters \ﬁ)Addmonal services agreements ’MHospicc ﬁ[—lome health

If 50, i8 it affiliated With YOUT FGHHEYT.ev.vvvrrveoeeoeooeees oo reeesvese s emeserens O Yes "Q(’No
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; V.  STAFF TRAINING ON ALZHETMER'S DISEASE OR RELATED DISORDERS CARE

0 Other;

A. What training do new employees get before working in Alzheimer'’s disease or related disorders care?

{ Orientation: s &Q hours ?ﬁ;Rewew of residemt service plan: H hours
On the job training with another cmployee <<5__ hours
{0 Other: .

Who gives the trammg and what are their quahﬁcaﬁons?

(Bxample: 30 mimutes mon:mw 7 AN f)(’ D min Mo noliGec
Who giyes the training and what ars theis malifinationa?

VL. VOLUNTEERS : C
Do you use volunteers it your facility?. ... ....ceceoveccersrecrenreeronierreersmmirscrnsssmsecessnsnns ')iYes ONo
If yes, please complete A, B, and C below,

A. What type of training do volunteers receive?

,ﬁgOnentatmm. EZ hours /Ei -the-job training: éi hours

D Other

B. In what type of activities are volunteers engaged?

Mmuwucs ﬁMeals . "WReligious services Enterteipment  \(f Visitation
O Other

C. List volunteer groups involved with the family:

(QF\\'L Mﬂﬁﬂm&mtuo
WD o HAe mﬂue, ] .

VII. PHYSICAL ENVIRONMENT
A, What safety features are provided in your building?

"~ Emergency pull cords j!LOpamng windows restricted 0 Wander Guard or similar system

" Magnetic locks prinkler system JKFire alarm system

ﬁhx:ked doors on emergency exits

(1 Built according to NFPA Life Safety Code, Chapter 12 Health Care RECEIVED

O Built according to NFPA. Life Safety Code, Chapter 21, Board and Care e

0 Other: MAY 15 2 012

B, What special features are provided in yonr building? BS\EQ TH \}:%f“‘URCES

QInHY 2
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’)%Wandering paths ‘)%Rummaging areas OOthers:

C. What is your policy on the use of ontdoor space?

%Supuvised ficcess (1 Free daytime access (weather permitting)
VII. STAFFING
A. What are the qualifications in terms of education and experience of the person in. charge of Alzheimer's diseese ox

related disorders care?

Licernsedt Pdmisiotor Qnd Lmemed AUSE. AL
emploeen e dementio. Certified

B. Whatxsthedaytimestafﬁngranoofdnectcmstaff \ LO Orj
What is the daytime staffing ratio of Direct Staffing to Residents in Special Care Unit?_| (0 5 |

C. What is the daytime staffing ratio of licensed staff? \ LE

D. What is the nighttime staffing ratio of direct care staff?_ [ G]
Whit is the nighttime Ratio of Direct Staffing to Remdents in Spemal Care Unit?

E. Whatwthemghtﬁmastafﬂngmtmofhcensedstaﬁ? _ tk,l

"l C/
L3

NOTE: Please attach additionsl comments on staffing policy, if desired.

IX. Describe the Alzheimer's disease special care unit's overall philosophy and mission as it velates to the
needs of the residents with Alzhelmer's digease or related disorders,

Tooet 40 _know He per=on for uiho Haely

fore Hoey nod domentio To.cread?.
0N CLWO@WW@Q Qg (0 e s
A JAIBY mmmm+ tot D({rm:)r‘d ol 4o chure.
u/x;t_sow vesscl J@Tlmb oD oLouoS

o o <+ tne Gapni Ly QS
ob;pqom %c%s deuasta@ ﬂ AULSCOSE

RECEIVED
WAY 15 2017
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